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WANDERING OR ABERRANT UTERINE FIBRO-
MYOMATA.
VAN BUREN KNOTT, M.D.
SIOUX CITY, IOWA.
This paper will be limited to a consideration of that
rare form of tumor known as wandering, aberrant or
sequestrated fibromyoma of the uterus.
An attempt to review the literature on the subject
has proved distinctly disappointing, as, although the
files in the Surgeon-General's Library at Washington
and the Newberry Library in Chicago have been thor-
oughly searched, but few cases have been found, and
these are reported in an incomplete and unsatisfactory
manner.
The tumor under discussion presents all the gross
and microscopic appearances of a true uterine fibro-
myoma and yet it is found to have absolutely no con-
nection with the uterus or its appendages. A tumor
originating in the uterus as a subserous fibromyoma,
has been transplanted to another site, frequently to
tissue widely different from that from which it sprung,
and from which it derives its support and nutrition.In a few reported instances the tumor has been found
lying free in the peritoneal cavity having formed no
adhesions or new vascular connections. The action of
the uterus in thus transferring to some neighboring
and passively receptive organ this unwelcome and
troublesome guest with the demand that the tumor not
only be allowed to remain in the new location but that
nutrition and all future care must be furnished by the
new parent reminds one forcibly of the habits of the
cuckoo which deposits its egg in the nest of an obliging
neighbor, calmly leaving the hatching and rearing ofthe offspring to the unsuspecting friend.
These tumors are usually found in women whose
uteri contain one or more fibromyomata in addition to
the one which has been transplanted; but there maybe only a single tumor and after separation from the
uterus that organ will present no evidence of myomat-
ous degeneration.
As is well known, subserous fibromyomata as theydevelop and follow the line of least resistance, which
leads toward the abdominal or pelvic cavity, frequentlybecome pedunculated, and it is a matter of common
observation to find these pedicles long and more or less
attenuated. This condition having been acquired, what,then, is .the next stage in the evolution of the growth ?In those cases in which the tumor has been found loose
in the abdominal cavity and has established no new at-
tachment or source of vascular supply, it has been very
small in size, as in the case reported in a personal com-
munication by Dr. J. M. Baldy of Philadelphia, where
at the operation for the removal of a myomatous uterus
he found a small detached fibroid the size of an English
walnut lying entirely free in the cavity. These small,loose tumors having no blood supply could not survive
for anv length of time, and I am inclined to believe
that they may have become loosened during the ex-
aminations to which these patients have been subjected,
as many of them are examined more than once and
often days or weeks before coming: to operation. That
siuch separation could occur spontaneously may not bedenied but that such a mass detached from all vascular
connections could Ions; survive is incredible. I incline
to the opinion that the train of events leading up to
the loosenino- of these tumors from the uterus and their
attachment in a new location (and most of them are so
attached) is as follows:
With the elongation and attenuation of the pedicle,
the fibroid mass acquires a steadily increasing range of
motion which permits it to come more or less readily
in contact with neighboring viscera. This contact,
which at times may be quite forcible when the tumor is
large, may induce a sufficient degree of peritoneal irri-
tation to cause lymph exudation and a low grade local-
ized peritoneal inflammation with the perfectly logical
sequence of adhesion occurring between the peritoneal
surfaces of the tumor and the organ with which it is in
contact.
This adhesion eventually "becomes quite firm and or-ganized and it is not long until the growth is obtain-
ing a new blood supply from the tissues of its foster
parent. The adhesion having thus become firm and
resisting, if much traction on the mass results it will
be made manifest at the point of weakest attachment,
which is now the long thin pedicle. This, being no
longer equal to the strain periodically put on it, by
changes in posture or by the mobility of the part or
parts to which the tumor is attached, ruptures, and the
detachment of the myoma is complete.
A tumor connected to the uterus by a long slender
pedicle may be released by spontaneous rupture of the
latter and its range of motion and power to excite peri-
toneal irritation, having been thus increased, it sets to
work the agencies just described and rapidly finds a
new place of abode and a new source of nutrition.
Turner1 in an article on this subject has advanced a
somewhat similar opinion. Roger Williams2 states that
these tumors are particularly prone to inflammation
which may go on to gangrene and also that calcareous
degeneration commonly occurs in them.
These growths may be found attached at any point
within the pelvis. Williams states that they may be
found grafted to the great omentum, Douglas' pouch,
the pelvic margin, the intestines, etc. The diagnosis
of these tumors, of necessity, will usually be made at
operation, for an accurate conclusion as to the real
pathology could scarcely be reached by examination.
The treatment may be briefly stated to consist in
their removal unless the patient presents some definite
contraindication to operation. Their attachment to
important organs, with whose function they may
interfere, and their tendency to inflammation render
them more formidable than an ordinary uterine fibro-
myoma.
The earliest recorded case which I have been able to
find was reported by West3 in 1858. He describes a
case in wh:'ch he found a fibroid the size of a walnut
in Douglas' cul-de-sac and supported by a "false mem-
brane between the uterus and rectum."
Sir James Simpson4 in 1871 reported having seen
"several instances" but gave no details.
Porter5 in 1875 exhibited at the thirty-seventh annual
meeting of the Dublin Obstetrical Society a specimen
of a fibrous tumor which he had found lying free in
the abdominal cavity of a woman aged 50. Cases have
also been reported by Eve,2 Depaul,2 Wylie,2 Rind-
fleisch,2 Homans,2 Wallace,2 Routh,2 and Nelaton.2
In Routh's case, a calcified myoma the size of a tur-
key's egg, detached from the uterus and grafted on the
small intestine, was successfully removed.
1. Turner: Edin. Med. Jour., Feb. 1861, p. 698.
2. Williams: Uterine Tumors, p. 75.
3. West: Lectures on the Diseases of Women, p. 210.
4. Simpson: Selected Obstetric and Gynecologic Works, p. 716.
5. Porter: Dublin Jour. of Med. Science, vol. Ill, p. 247.
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In Wallace's case, a calcified tumor was removed from
the tissues of the brim of the pelvis.
Senn0 reports a case in which, at a laparotomy for
multiple myomata, he found in the abdominal cavity
a detached tumor as large as a small pear. The apex
of the tumor tapered to a small point marking the place
where the pedicle became detached.
J. Whitridge Williams, Baltimore (personal com-
munication), reports two cases in which subperitoneal
myomata had formed vascular connections with the
omentum and were completely detached from the
uterus. Both were undergoing calcareous degeneration
and were successfully removed.
Charles P. Noble, Philadelphia, who has had a very
large experience with fibromyomata, reports (personal
communication) that he has never seen an example of
a detached myoma.
F. H. Martin, Chicago, reports (personal communi-
cation) two patients operated on by him in whom sub-
serous fibromyomata had broken away from their uter-
ine attachment and had established nutritive attach-
ments to the omentum and intestine.
J. M. Baldy, Philadelphia, reports (personal com-
munication) two cases in which he discovered at opera-
tion a small detached tumor the size of an English
walnut lying perfectly loose among the intestines and
states that he could not understand how they derived
their blood supply. My own experience with tumors
of this class is limited to two cases, a brief description
of which follows:
Case 1.—Mrs. E., aged 46, was referred to me by Drs.
Busliby and Brown of Primghar, Iowa.
History.—The patient had borne five children and had
enjoyed unusual health. There was nothing of importance
in the previous history until about one year previously when
she began to suffer with vague abdominal pains and noticed
a gradually increasing tendency to constipation. These symp-
toms persisting, she consulted her physicians who sent her
to me with a diagnosis of tumor of the left ovary. After
careful bimanual examination I too came to the conclusion
that the growth was of ovarian origin but could not satisfy
myself as to its classification. In view of the distress occas-
ioned by the tumor its removal was advised.
Operation.—July 19, 1904, at St. Joseph's Hospital. On
opening the abdomen with the patient in the Trendelenburg
position I was surprised to find the uterus with both ovaries
and tubes perfectly normal. Nesting against the left side
of the pelvis was a globular tumor the size of a large orange
and very hard and firm. It was intimately attached to the
parietal peritoneum and to the mesocolon. The adhesions
binding the tumor to these structures were organized and very
vascular and were cut between ligatures. Much time and
patience was required to effect the removal of the tumor but
it was finally accomplished and the raw surface covered with
peritoneum.
Remarks.—It was only after the tumor was completely re-
moved and in my hand that I recognized its true character.
It presented all the characteristics of a large subserous myoma
of the uterus and at one point tapered slightly, indicating
the spot to which the pedicle formerly connecting it with
the uterus had been attached. The uterus was again carefully
examined with the hope of finding some slight scar to mark
the former attachment of the pedicle, but none could be de-
tected. The abdomen was closed and the patient's recovery
was uneventful. The pathologist reported the tumor as a
fibromyoma doubtless of uterine origin.
Case 2.—Mrs. L., aged 57, was referred to me by Dr. George
White of Plankinton, S. D.
History.—The patient was the mother of one child; she had
never become pregnant again and suffered with dysmenorrhea
6. Senn: Pathology and Treatment of Tumors, p. 498.
and some menstrual irregularity, the intervals between menses
being frequently a week or ten days too long. Menopause oc-
curred at 47, since which time she has been very well. Jan-
uary, 1904, she noticed some beginning enlargement of the
abdomen. July, 1904, she "flowed" for six days; no further
discharge was noticed. The abdominal condition remained
stationary occasioning no symptoms and marked by no notice-
able increase in size until December, 1904, when she discovered
that the growth was rapidly becoming larger. At this time,
she consulted Dr. White, who referred her to me for hysterec-
tomy. With the history of the case as a guide, a diagnosis
of uterine fibromyoma probably undergoing malignant de-
generation was made, and immediate operation was advised
and accepted.
Operation.—Jan. 4, 1905 at St. Joseph's Hospital. The
abdomen was opened, and the uterus, which contained many
tumors varying in size from a walnut to a base ball, was
completely removed, it being considered unsafe, owing to
the possibility of malignancy, to leave the cervix. Attention
was now directed to a large tumor the size of a fetal head
attached to the right lateral wall of the pelvis, adherent to
the parietal peritoneum and to the mesentery of the ileum
and cecum. This tumor presented the characteristics of a
large pedunculated uterine fibromyoma but had absolutely
no attachment to the uterus or to any of its appendages, all
of which had been removed without in any way disturbing
the blood supply or loosening the adhesions holding the tumor
firmly in position.
As in the former case, the adhesions were very vascular
and the enucleation of the tumor was accomplished with con-
siderable difficulty. At one portion of the tumor was found
what was assumed to be the remains of the pedicle which
had formerly formed its attachment to the uterus. The raw
surfaces left after the removal of the growth were covered
by peritoneum and the abdomen closed. Patient's convales-
cence was normal.
The pathologist (Dr. Henry Albert) reported that the
tumors within the uterus as well as the detached growth
were fibrosarcomata and gave it as his opinion that the
detached tumor had originated in the uterus.
In neither of these two cases at the time of operation
was the tumor attached to the uterus, the tubes, the
ovaries or the round ligaments, nor imbedded in the
broad ligament, in all of which organs myomata are
frequently found.
I have taken the liberty of reporting the second case
under the title fibromyoma, as although at the time of
its removal it was diagnosed by the pathologist as a
fibrosarcoma, I consider it quite probable that at an
earlier period in its development it would have been
found to present the characteristics of a fibromyoma.
It is neither possible nor proper at this time to take up
the question of the transformation of benign tumors
of the uterus into malignant growths. That such a
transformation does occur, however, I firmly believe
from my experience in several cases and for that reason
I include Case 2 in this report.
I wish to acknowledge the assistance which I have
received m the preparation of this article from Dr. Pal-
mer Findley of Chicago, and the excellent work on tu-
mors of the uterus by Roger Williams, as well as those
gentlemen whose names are mentioned in the text ashaving, in personal commmunications, acquainted me
with their experience in similar cases.
Importance of Catharsis.—The intestinal tract can hold an
immense quantity of fecal matter. Do not, therefore, argue
that you have an empty bowel because the patient says he
has had free stools. Sweep out the primte vice and then keep
up normal peristaltic activity and you will discharge two
cases while your rival is treating one.—Alkaloidal Clinic.
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